Right ear -13°/sec right __ __ _ Old's} left foot forward .Audiometric evaluation revealed normal hearing in both ears to 15 kHz and normal speech test resu lts. Distortion-product otoacoustic emissions were present in both ears, and less robust on the left. Electronystagmography revealed no spontaneous or positional nystagmus . Hyperactive responses (>25°/sec) from the left ear were elicited by both warm and cool bithermal stimuli . During the simultaneous binaural bithermal caloric test , a left-beating nystagmus was seen in response to the warm stimulus. Thi s finding is con sistent with a hyperactive left ear.
Right ear -19°/sec left
Right ear -13°/sec right __ __ _ Old's} left foot forward .Audiometric evaluation revealed normal hearing in both ears to 15 kHz and normal speech test resu lts. Distortion-product otoacoustic emissions were present in both ears, and less robust on the left. Electronystagmography revealed no spontaneous or positional nystagmus . Hyperactive responses (>25°/sec) from the left ear were elicited by both warm and cool bithermal stimuli . During the simultaneous binaural bithermal caloric test , a left-beating nystagmus was seen in response to the warm stimulus. Thi s finding is con sistent with a hyperactive left ear.
Left ear -29°/sec left
I-year-old man reported that 6 months earlier he had experienced a feeling of uneasiness when his eyes were closed while showering. Two months later, on the morning following an airplane flight, he experienced 5 minutes of rotary vertigo upon awakening. Thereafter, he felt perfectly well. However, the same symptoms recurred in a similar fash ion on two other occasions . When the most recent dizziness cleared, he began to list to one side for about 2 hours. He began taking meclizine in an attempt to treat these symptoms. Magnetic resonance imaging had been negative, and hearing and balance tests had not provided any insight into the problem.
The patient rem ained relatively well until about I month prior to presentation, when he exp erienced another episode of rotary verti go ; this time, the vertigo was accompani ed by nause a and vomiting. This attack lasted somewhere between 5 and 10 minutes. Th e next day , he experienced another bout of rotary vertigo when he turned over in bed.
During that month, the patient experienc ed two episodes of "spinning in a sem icircle" with severe nausea. He was aware of aural fullne ss in the left ear after these spells, but there was no subjective hearing loss. It was then that he recalled that he had been experiencing weeks-lon g episodes of aural fullness in the left ear during the first 3 months following the onset of his initi al symptoms. He reported no tinnitus.
Findings on physical examination were norm al except for a positive sharpened tandem Romberg 's test with the experience with 58 cases of Eagle' s syndrome over a lO-year period." All of their patients had present ed with a chief co mplai nt of pain, and their diagnosis was based on palpation of the tonsillar fossa, a panoramic x-ray, and a positi ve lidocaine infiltration test. All of these patients underwent resect ion via a transoral approac h. Th e long est styloid process exc ised measured 3 em.
In 2000, Bafaqeeh subclassified Eagle's sy ndro me into two types: its class ic for m and an entity he called styloidcarotid artery syndrome? Ou r patient' s present ation , diagnosis, and treatm ent more closely resem bled styloidcaro tid artery syndro me than classic Eagle's syndro me. On present ation , his primary sy mptoms were sy nco pe and associated neurologic manifestations, including blindness, that had been caused by not only an elonga ted styloid process but by a calcified stylohyo id ligament, as well. On axia l CT, the extent of calcification of the stylohyo id ligament was not well apprec iated, nor was its close association with the caro tid artery. However, the assoc iation was clearly demonstrated on the sag ittal reco nstruc tion of the CT angiogra phy. In view of the extent of the ca lcification and its proxim ity to the carotid artery, a transcervi cal approac h was favored ove r the tran soral approac h.
Special recomm endations for the diagnosis and manage ment of patients with styloid-caro tid artery sy ndro me includ e sagi ttal CT angiograph y with reconstru ction when cl inical sus picion is high , intraoperative neurophys iologic monit ori ng, and a transcervical approac h to resection.
Sinusoid al vertical-axis rotation testin g revea led norm al gai ns and phase lags at four freque ncies, a finding that is consis tent with a peripheral vestibular disorder. A finding of abnormal symmetry toward the left at two frequencies was consistent with an incompl etely co mpensated left peripheral ves tibular disorder.
On laboratory eva luatio n, the co mplete blood count was normal, as were the lipid panel and thyroid-stimulating horm one level. A 5-hour glucose tolerance test dem onstrated impaired glucose tolerance and abnormally elevated insulin levels.
Th in-sect ion axial co mpute d tom ograph y of th e temp oral bones detected evidence of a demin eralized coc hlear ca psule, such as is see n in patients with inner ear otosclerosis.
Th e patient was treated with acombination of risedro nate 30 mg twice wee kly, a calcium supplement with vitamin D, and a calcium supplement with fluoride to address the otic capsular findings. He was placed on a modified hypoglyce mic diet to address the blood glucose and insulin findings.
Th e patient return ed after 3 month s of treatment. He reported only two spells, which occ urred on successive days afte r he had flown on five airplane flights. Both spells were brief and less severe. Neither the nausea nor the aura l fulln ess on the left retu rned . Follow-up laboratory data showe d a reduction in the serum insulin level, but not to a normal level. Repeat sinuso ida l vertical-axis rotation testing elicited evidence of a shift in per ipheral vestibular function indicating improvement, altho ugh some abnorma l symmetry toward the left rem ained .
When eva luating patients with ves tibular symptoms by electro nys tagmog raphy, the usual ex pectation is that the source of the vestibul ar sym pto ms is hypoactive calor ic functioning of the vestibular labyrinth. In the case describ ed herein , the abnormality was reflected as a hyperact ive response to the bithermal calor ic stimulation in the left ear. Th e finding that the left ea r was the source of the sy mptoms is consistent with the findi ngs of aural fulln ess and reduced distortion-p rodu ct otoacoustic emissions in the left ear.
Dem ineralization of the bony labyrinthine capsule, as occ urs in so me forms of otoscle rosis, responded to the co mbination of the bisph osphonate, calcium, vitamin D, and fluoride. Th e patient 's change in diet achieved some success in reversing his hyper insulin emia. The persistent eleva tio n of the insulin level may ex plain the brief recurrence of symptoms on the 2 successive days after he had taken five airplane flight s.
